
 
 

Attachment 22 – Organizational Provider Handbook 

QUARTERLY PROGRESS MENTAL HEALTH IEP REPORT 
 
Program: ____________________________________________________________ 

Address:  ____________________________________________________________ 

Telephone: ______________________________________________ 

 
Patient Name: DOB: 
Therapist: 
Reporting Period:                to 
 
Progress Rating: 1-Goal not met; symptoms stayed the same or got worse 
 2-Goal not met completely, but some progress made (1-50% of goal achieved) 
 3-Goal not met completely, but substantial progress made (51-99% of goal achieved) 
 4-Goal met or exceeded (100% of goal achieved) 
 
GOAL # 1: 
 
 
 
Progress:   1    2                   3                4               
 
Comments on goal/progress: 
 
 
 
GOAL # 2: 
 
 
 
Progress:   1    2                   3                4               
 
Comments on goal/progress: 
 
 
 
GOAL # 3: 
 
 
 
Progress:   1    2                   3                4               
 
Comments on goal/progress: 
 
 
 
Scheduled Frequency of Sessions:        Weekly                    Bi-Weekly               Monthly            
 

Concerns with Attendance:    No                    Yes              
 
 
Date of Contacts with School: 
 
 
 
     
Therapist Signature  Date 
 
 


	Address:  ____________________________________________________________ 
	Telephone: ______________________________________________ 
	Therapist Signature  Date 

